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RESISTANCE PROBLEMS* 
By Bernarp A. Kamm, M.D. 


A common difficulty in our patients with severe character disorders 
is the inability to maintain any consistent relation with anybody or 
anything. They reproduce this same difficulty in the analysis: in 
spite of their various troubles they do not codperate in the treatment. 
They use the analysis only for their narcissistic aims and fight against 
every attempt to break through their isolation.':?} The technical 
problem of the initial period which this fact implies may be illustrated 
by three of my patients. 

These were three men, 28 to 35 years old, who had been in analysis 
from three to five months and for all of whom the writer was the first 
analyst. Though their syndromes were quite different when they 
came for analysis—one being a stutterer, another a schizophrenic, 
and the third an alcohol addict—the above mentioned difficulty was 
common to allofthem. Throughout their lives they had been unable 
to love a woman; they had had various perverted sexual relations; 
they had no profession or were so disturbed that they did very little 
and poor work. Another fact common to them all was that from 
early boyhood their libidinal relations to their parents, to other 
children, and to play or work had been seriously disturbed or totally 
cut off. 

The stutterer's mother was an epileptic, ignorant, practically 
illiterate, and totally inferior to the successful father who neglected 
her. The patient repeatedly stressed how ashamed he was of her. 
She died when the patient was 10 years old. The father and the 
step-mother neglected the patient and his epileptic brother. 

The schizophrenic patient's father who was mutilated (by having 
a leg amputated) was ruled by his wife, a wealthy woman. When the 
patient was 12 years old the father died after being mentally ill during 


* Read at the meeting of the Chicago Psychoanalytic Society at the Menninger Clinic, 
Topeka, Kansas April 10, 1937. 
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the last months of his life. The mother isolated her two sons totally 
from all other children, sometimes spoiling them by foolish fondness, 
sometimes torturing them by too severe demands. The brother 
committed suicide. 

The alcohol addict's father was killed in an accident when the pa- 
tient was 10 years old, leaving the mother without money. Devoted 
to earning a living and, for some years, to loving another man, she 
neglected her children. One of the patient’s three older sisters was 
seriously injured in an accident when he was six years old. Asa 
result of this accident she had a genital operation. Later she de- 
veloped endocrine and mental disturbances. 

Thus, the three patients grew up in an atmosphere of illness, mortal 
dread, threats, neglect or foolish fondness, and became in this way 
more or less isolated from the surrounding world, hindered from or at 
least never taught to have relations with appropriate objects. It was 
to be expected that these patients would reproduce the same attitude 
in their analyses that they had in their lives. ‘‘Fooling around’’ was 
a favorite expression of these patients for their own behavior. They 
were without a lasting or deep relation to anybody or anything. 
In analysis they were inhibited again from getting the necessary 
positive relation with the new man (the analyst), and the new work 
‘the analysis). They began an analysis only because they were told 
to do so, forced somehow from the outside, but with little or no 
insight into their own illnesses. They were informed in the first 
interview that they were to say everything that came to their minds. 
For the first time in their lives they had to codperate if the aim of the 
analysis, namely changing their behavior, was to be reached. Conse- 
quently, the obstacles to this codperation had to be removed system- 
atically. These obstacles were their unconscious aggressions, steadily 
increased after the intimidations of their childhood, directed partly 
against themselves and partly against their parents and transferred to 
all the substitutes for the parents, among them the analyst. Often 
they had learned to deceive them all by a feigned obedience, but 
actually they were carrying on sabotage. They tried to do the same 
thing in the analysis; for example, they tried to deceive the analyst 
by obediently talking about their sexuality and their childhood ex- 
periences but avoiding any attempt to analyze their behavior. From 
the beginning of the analysis their fears, distrust, and hatred which 
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were transferred from infantile objects to the analyst needed to be 
uncovered systematically. It was necessary continuously to demon- 
strate to them their negative transference before it broke through 
their mock surrender in a sudden rebellion, dangerous for the analysis. 
I shall try to show how this was done in each of the three cases men- 
tioned above. 

The patient with the speech disorder postponed his first interview 
several times. In other words, he could not do what he intended to 
do. I explained to him that he must have a certain reason for post- 
poning the analysis in spite of his wish to correct his speech difficulty, 
that probably this reason was some doubt or distrust he had of the 
analysis, and that he need not be astonished to discover in himself 
after the first interview some more objections, even against the analyst. 
On the one hand he was hard pressed by his stuttering, and on the other 
hand, he felt unable to leave the home of his father and step-mother 
in a neighboring town and unable to give up his job there. He could 
not bring himself to decide to stay in Topeka, so it was proposed that 
he come again the next week-end to talk further about his dilemma. 
He came for several week-ends and I continued to explain his behavior 
to him. Using even his own expressive gestures, I illustrated to him 
that probably he often had the will to act but was hindered by some- 
thing within him, and that his contradictory impulses to come and 
not to come expressed the same mechanism as was expressed in his 
stuttering and in his unsuccessful work. 

He was very much astonished and confirmed the interpretation by 
saying that he suffered quite generally from such inhibitions, that he 
very often started work but soon had to stop it, discouraged and unable 
to continue and to finish. Further (after a brief question interpolated 
by myself) he related that he had had some sexual play with girls, had 
occasionally begun but never finished intercourse. And, finally, he 
confirmed my remark that he had many doubts about the analysis 
and suspected me of taking his time and money for useless talk as 
another “‘big guy’’ had done for training his lips and tongue in me- 
chanical exercises. 

He spoke of his hatred for all kinds of authority. I explainedagain 
that in spite of some superficial confidence in me he probably would 
observe similar hatred against me, too. He reacted to this by weeping. 
He spoke of his admiration for his father and for other men, but, too, 
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of his fears of them. Very carefully he asked me how he should 
conduct himself, whether he might use slang expressions, etc. | 
avoided interpreting to him his passive homosexual submissiveness in 
connection with his unsettled ambivalent attitude toward his father. 
But I continued to demonstrate to him how behind his obedience was 
concealed his negative transference. For example, I pointed out that 
behind his polite question of whether he might use slang expressions 
was concealed his doubt whether I, a foreigner, might be able to 
understand them. He confirmed this doubt, and added that he was 
pondering, too, whether he should pay so much for a German analyst 
or whether he should ask the business department for a reduction on 
this basis. 

Then beginning with little pauses he had made and with his stutter- 
ing increased when speaking of his perverted wishes and experiences, 
I uncovered his continued secret doubts about me, whether I was really 
so neutral and objective as I pretended to be, or whether I might 
scold, punish, or betray his confidence. In other words, not what he 
related to me was important in this situation, but how he related it to 
me. His brief hesitation and his increased stuttering had shown me 
that there was something going on within him which prevented him 
from speaking to me and that this was not a positive feeling for me, 
but some negative feeling. When he continued to speak about his 
various sexual experiences with girls and about his fantasies of their 
intercourse with other men, I pointed out that he had the right to 
talk about these important associations, and that I had to interpret to 
him not only the meaning of what he said but also the meaning of 
what he did not say in words but expressed by his behavior and what 
I could reconstruct, because there was an urgent problem for him in 
the actual situation which he tried to conceal (though he knew it 
well). The problem was whether or not to come to Topeka and 
pursue the analysis. I showed him how his general difficulty was 
expressed again in his actual behavior—how instead of acting he 
postponed or stopped what he intended to do because of fear of another 
man—now of me. His next associations proved again his fears, 
distrust, and hatred against other men and myself. He began to 
understand how infantile inhibitions influenced his behavior auto- 
matically. He learned to discover the working of these old inhibitions 
in his present day life. His final resistance barrier was that he could 
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not afford to give up his position in the large city where helived and 
come to Topeka for psychoanalysis. Since he was a skilled craftsman 
employed in a specialized industry this appeared at first to be a very 
real difficulty. He decided to come and stay for as long a period as 
he could, however, and subsequent developments made it clear that 
even this obstacle was dictated largely by his unconscious resistance 
to the projected treatment. 

He told me obediently of his experiences with girls and looked very 
happy and proud when he did so. In this modern time it was not 
difficult to speak about some so-called love affairs to an analyst, but 
it is still very difficult to talk about money-making secrets, how to 
sell something, how to be successful, to describe one’s financial efforts, 
and the internal and external obstacles to them. By not discussing 
all of this, but escaping to accounts of his little affairs with girls he 
proved his continued distrust of me. So I continued to interpret to 
him what he did not say and what the meaning of it in the actual 
situation was: that he not only repressed or hid all negative feelings 
against me, but that in this way he acted against his own interests and 
was about to destroy his analysis. He consumed his little savings by 
and by without mentioning it and without earning any more money, 
and thus his behavior was a new illustration of his old inhibitions. 
Instead of turning his aggressions against me, he turned them against 
himself. 

Soon after having begun a piece of work he endangered it by his 
behavior, stimulated by fears of his own aggressions. I uncovered 
first how much he was ruled by the idea that other men might do 
something to him and that I, too, might do something to him. I 
reproduce here the first vague form of this terrifying feeling as it became 
conscious to him. During the analytic hour he had the feeling of 
being oppressed, choked—his stuttering was increased, he complained 
of anxiety, of increased perspiration, and of his heart beating rapidly, 
that his mouth was getting dry, that he needed to defecate. He 
passed flatus, threw himself about, and turned from one side to the 
other. The vague form of what was oppressing him came to be more 
definite. He had the feeling that an enormous big mass was coming 
down on him, that I was growing larger, that my neck grew longer 
and longer and that my head came down on him. But then suddenly 
all turned into the opposite; he felt that he himself became swollen 
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to great size and he cried out furiously, “‘I will kill you! No! First 
I will cut off your penis, cut out your tongue, smash your bones, cut 
out your bowels, shove your bowels and your penis into your mouth, 
tear out your eyes!"’ It was not merely the relating of a sadistic 
fantasy but an outburst of a deep affect. Shivering and crying, he 
realized his hatred against me and how hatred and fears were con- 
nected. Such attacks were subsequently repeated several times, each 
time connected with other reminiscences: what the father or another 
man or I might have done and might do to women, to his girl, to 
another girl of his, to himself, and again and again, what he wished 
to do to me and to my wife. 

In spite of all these promising approaches to his childhood experi- 
ences I had to watch in this initial period of the analysis how and 
where his distrust and his fears were actually concealed. By working 
through these in all their connections he learned their actual effects. 
That is, how much his old fears of other men had hindered him from 
working successfully—how unconsciously he had hated men and had 
expected their retaliation. In this way another part of his inhibitions 
became ineffective with the result that he became able to work as an 
independent craftsman and was soon earning more money than he did 
before as an employee. 

It was a trick of his to conceal from me names, addresses, telephone 
numbers, amounts of money. Again it was necessary to neglect the 
special content of what he said and to show him how his distrust and 
hatred was expressed by what he did not say but acted out or betrayed 
by the unclear, abstract form of his speaking. For example, he would 
speak of mutual masturbation with his girl. I reminded him that 
memories never become conscious in such a generalized form, but that 
he had concrete memories of seeing, hearing, touching, smelling aad 
tasting which he should describe without disguise, just as they 
became conscious to him, and that if he avoided doing so he proved 
that there was still a lack of confidence in me such as he had ex- 
perienced already in the analysis, and which he had found to be based 
on fears and hatred. 

What he remembered then about his father and his mother was no 
longer merely the obedient relating of childhood experiences, but was 
connected with other outbursts of hatred and also connected with his 
daily experiences. It was very interesting to observe how his manner 
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of speaking about his sexual affairs changed; he went into detail now, 
with great affect, using the most vulgar slang expressions. Thus, 
more and more his sexualization of the act of speaking began to be 
uncovered. 

It goes without saying that there were many relapses in the following 
periods. For example, for many hours he talked fluently about 
everything except the analyst. I observed, however, that his intona- 
tion changed. Finally he said abruptly, “‘I wonder how I can be 


normal.’’ Here again it was necessary to uncover another part of his 
distrust of the analyst. The meaning of ‘‘I wonder how I can be 
normal’’ was “‘I wonder how you can help me."’ In the reactions 


which followed, the great difference between talking about childhood 
experiences just to fill the hour and remembering the same experiences 
in connection with an actual reawakening of the old affects again 
became evident. 

An example taken from the analysis of the second patient mentioned 
above may further illustrate the manner of uncovering concealed 
negative transference in the initial period of analysis. 

I observed in one of the first treatment hours of this schizophrenic 
man, a special intonation. He uttered some sentences very loudly and 
then lowered his voice. He spoke for a while lowly, slowly, without 
affect, then again loudly. I asked him (giving him in this way an 
indirect interpretation), “‘Why do you go in circles, changing from 
surrender to rebellion, then back again to surrender, etc.? What is so 
disagreeable to you that you show again and again such resistance to 
speaking after having made a great effort to speak?’’ And to illustrate 
my question I imitated him, showing him how he forced himself to 
speak in spite of all inhibitions, and then let himself be overwhelmed 
by these inhibitions. 

He answered that he had the impression that I was his nagging 
mother, who had bossed him all his life. Then he described his 
hatred and his fears both against his mother and against me. I could 
demonstrate to him how the same mechanism was expressed in different 
content, and how he followed a well established pattern. It was not 
a theoretical interpretation of my being or meaning his mother, but 
he knew by what he had related and by what he actually felt how 
much I had the function and power of his mother in this moment of 
the analysis. He was afraid of my physical, mental, and even magic 
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power in the same way as he was afraid of his mother’s power, and he 
turned to attack me with invectives and ridicule in the same way as 
he did his mother. 

Once he started the hour with a silence of about 20 minutes. [ 
reminded him of the general meaning of such a silence, that it ex- 
pressed clearly that he withdrew all his confidence in the same way as 
children (and adults as well) who say to each other, “I am angry 
with you—I will not talk to you.’’ After a continued silence of about 
five minutes he murmured something about the hospital and about 
the restrictions of his freedom there hindering the analysis. I asked 
him then why he spoke, just at this moment, about the restrictions 
of his freedom though he had unchanged, far-reaching privileges in 
the hospital; in other words, (I told him) I might ask him why he 
anticipated new restrictions and charged me in this way with betraying 
him to his ‘‘jailers’’ and, further with taking part in ‘‘punishments,”’ 
with being a ‘‘jailer’’ myself. He admitted his distrust and confessed 
his concealed first steps to resume his perverted relation with a former 
girl friend, charging me with not being neutral. 

In the next hour he started again with a silence, then spoke fluently 
but monotonously about something else, and finally with some fits 
and starts, he proceeded to attack the Clinic and to ridicule my de- 
pendence on the Clinic. His distrust and hatred against me, against 
all foreigners, Jews, Negroes, Mexicans, Indians, Italians, and Greeks 
broke through and with it the connection of these affects with his 
mutilated father. There, too, the patient did not reproduce child- 
hood experiences or fantasies isolated from his actual life, but in close 
connection with it. Further, I could demonstrate the same mecha- 
nism ruling him in the past and in the present, when, immediately after 
having complained about the dictatorship of his mother he wept, 
relating that he had a letter from his mother offering further help to 
him and in the same hour, after great pauses and after some groaning 
and sighing he deplored his not having accepted the opportunity of an 
extra treatment hour which I had offered him the preceding week. 
‘The great man’’ was so good to him and he had refused! His 
intonation of ‘‘the great man"’ was a little different from his other 
intonations and there I started with my interpretation. 

‘*You feel obliged for my offer in the same way that you felt obliged 
for your mother’s offer, but behind this gratitude or other feelings 
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of love and obedience stands the opposite feeling—your hatred. In 
the same way that you attacked your mother you attack me. The 
pauses you made expressed your fears of me, and that you are trying 
to repress your distrust and your hatred against me. In the words 
‘the great man’ there was a great deal of mockery hidden behind 
submissiveness.”’ 

He reacted by remembering further examples of his alternate fearful 
surrendering and hateful rebelling (a mechanism which as I had 
demonstrated to him was expressed even in his peculiar intonation). 
In the analysis, he regarded me by turns as a great German analyst 
with remarkable qualities to whom he had to be obedient, and then 
as a miserable, detestable foreigner fit only to be cruelly tortured, 
mutilated, and killed. The connection with his homosexual wishes, 
his defense against these wishes, his fantasies about an omnipotent 
ideal gentleman-father instead of his real mutilated father had not 
yet been worked through thoroughly. 

In the first six weeks of analysis of the third patient referred to above, 
an alcohol addict, I had to handle the problem of passive homosexu- 
ality. Here again I pointed out the contradictions in his behavior: 
first, a resolute beginning and then only submissiveness and obedience, 
small talk which slowly filled the analytic hour, drop by drop, inter- 
rupted by pauses of silence. Further, 1 used some data from the case 
history which he had already related, and I interpreted to him how 
he repeated what he had always done in his life. He first started a 
piece of work or a so-called love affair with a girl but soon retired, 
supposing that some other man did better than he might do. This 
interpretation provoked weeping. After a short depression his homo- 
sexual wishes broke through and he told of his attraction to a special 
type of man and his experiences with certain ones; finally, crying and 
blushing, he confessed the same wishes concerning me. Using the 
ambivalence of such a transference, I interpreted again what he did 
not say, but what had been proved by his former efforts to love a 
woman, to be successful in his profession, and by his fantasies about 
being himself a strong male man, a hero in the War, a great leader. 
I explained to him his envy of all men who were able to do what he 
could not do, an envy which was reactivated in the analytic situation, 
but, as always in his life, repressed because of fear of the other man, so 
that his aggressions were turned against himself and he submitted 
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passively, following the formula: ‘‘Don’'t castrate me, I shan't use 
my penis. I surrender!"’ 

And then I anticipated his next reaction—the wish to escape this 
shameful situation, to escape instead of turning his aggressions 
against the other man, just as he had escaped all previous codperation 
with men for the same reason. It would have been a mistake to 
interpret immediately the origin of his passive homosexual wishes. 
In this analytic situation it was important only to interpret the con- 
cealed negative part of his ambivalent transference, for the purpose of 
enabling him to continue the analysis. And, as I had anticipated, his 
mext reaction was the wish to run away. But the intensity and 
quality of this reaction was changed so that instead of acting out this 
wish he was able to speak about it. He was not overwhelmed but 
spoke of his wish to be far away, to sleep, to die, and I was able to 
show him ome original factor in his drinking. The analysis of his 
self-destructive tendencies‘ and of their infantile origin is of course 
not finished. Here I intended only to present a few examples of the 
initial technical problem of uncovering the patient's negative transfer- 
ence. 

In the initial period of analysis the analyst has to awaken the 
patient from his narcissistic dream-like state and to turn his aggressions 
back against the environment. It is necessary not only to uncover 
them and their infantile origin, but also to demonstrate to the patient 
constantly how his old unsettled fears, distrust, and hatred are trans- 
ferred to the analyst, how they hinder the analysis and how they are 
repeated automatically in quite different details of the patient's daily 
behavior 

This is not a new method of analysis but only an increased emphasis, 
especially during the initial period, upon what we must always watch 
in analysis—namely, the patient's negative transference.**°:? Such 


patients do not have a reliable character’’ which Freud declared to 
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only starts the processes, the whole course of which is fixed by child- 
hood experiences. 
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to great size and he cried out furiously, ‘‘I will kill you! No! First 
I will cut off your penis, cut out your tongue, smash your bones, om 
out your bowels, shove your bowels and your penis into your Mouth, 
tear out your eyes!’ It was not merely the relating of a sadistic 
fantasy but an cutburst of a deep affect. Shivering and crying, he 
realized his hatred against me and how hatred and fears were cop. 
nected. Such attacks were subsequently repeated several times, each 
time connected with other reminiscences: what the father or another 
man or I might have done and might do to women, to his girl, t 
another girl of his, to himself, and again and again, what he wished 
to do to me and to my wife. 

In spite of all these promising approaches to his childhood experi- 
ences I had to watch in this initial period of the analysis how and 
where his distrust and his fears were actually concealed. By working 
through these in all their connections he learned their actual effects. 
That is, how much his old fears of other men had hindered him from 
working successfully—how unconsciously he had hated men and had 
expected their retaliation. In this way another part of his inhibitions 
became ineffective with the result that he became able to work as an 
independent craftsman and was soon earning more money than he did 
before as an employee. | 

It was a trick of his to conceal from me names, addresses, telephone 
numbers, amounts of money. Again it was necessary to neglect the 
special content of what he said and to show him how his distrust and 
hatred was expressed by what he did not say but acted out or betrayed 
by the unclear, abstract form of his speaking. For example, he would 
speak of mutual masturbation with his girl. I reminded him that 
memories never become conscious in such a generalized form, but that 
he had concrete memories of seeing, hearing, touching, smelling and 
tasting which he should describe without disguise, just as they 
became conscious to him, and that if he avoided doing so he proved 
that there was still a lack of confidence in me such as he had ex- 
perienced already in the analysis, and which he had found to be based 
on fears and hatred. 

What he remembered then about his father and his mother was no 
longer merely the obedient relating of childhood experiences, but was 
connected with other outbursts of hatred and also connected with his 
daily experiences. It was very interesting to observe how his manner 
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of speaking about his sexual affairs changed; he went into detail now, 

with great affect, using the most vulgar slang expressions. Thus, 

more and more his sexualization of the act of speaking began to be 
uncovered. 

It goes without saying that there were many relapses in the following 

For example, for many hours he talked fluently about 
everything except the analyst. I observed, however, that his intona- 
tion changed. Finally he said abruptly, “‘I wonder how I can be 
normal.’’ Here again it was necessary to uncover another part of his 
distrust of the analyst. The meaning of ‘‘I wonder how I can be 
normal’ was ‘‘I wonder how you can help me."’ In the reactions 
which followed, the great difference between talking about childhood 
experiences just to fill the hour and remembering the same experiences 
in connection with an actual reawakening of the old affects again 
became evident. 

An example taken from the analysis of the second patient mentioned 
above may further illustrate the manner of uncovering concealed 
negative transference in the initial period of analysis. 

I observed in one of the first treatment hours of this schizophrenic 
man, a special intonation. He uttered some sentences very loudly and 
then lowered his voice. He spoke for a while lowly, slowly, without 
affect, then again loudly. I asked him (giving him in this way an 
indirect interpretation), ‘‘Why do you go in circles, changing from 
surrender to rebellion, then back again to surrender, etc.? What is so 
disagreeable to you that you show again and again such resistance to 
speaking after having made a great effort to speak?”’ And to illustrate 
my question I imitated him, showing him how he forced himself to 
speak in spite of all inhibitions, and then let himself be overwhelmed 
by these inhibitions. 

He answered that he had the impression that I was his nagging 
mother, who had bossed him all his life. Then he described his 
hatred and his fears both against his mother and against me. I could 
demonstrate to him how the same mechanism was expressed in different 

content, and how he followed a well established pattern. It was not 


“a theoretical interpretation of my being or meaning his mother, but 


he knew by what he had related and by what he actually felt how 
much I had the function and power of his mother in this moment of 
the analysis. He was afraid of my physical, mental, and even magic 






| 
| 
| 
| 











168 BERNARD A. KAMM 


power in the same way as he was afraid of his mother’s power, and he 
turned to attack me with invectives and ridicule in the same way ag 
he did his mother. 

Once he started the hour with a silence of about 20 minutes, | 
reminded him of the general meaning of such a silence, that it ex. 
pressed clearly that he withdrew all his confidence in the same way as 
children (and adults as well) who say to each other, “I am an 
with you—I will not talk to you."’ After a continued silence of about 
five minutes he murmured something about the hospital and about 
the restrictions of his freedom there hindering the analysis. I asked 
him then why he spoke, just at this moment, about the restrictions 
of his freedom though he had unchanged, far-reaching privileges in 
the hospital; in other words, (I told him) I might ask him why he 
anticipated new restrictions and charged me in this way with betraying 
him to his ‘“‘jailers’’ and, further with taking part in *‘punishments,” 
with being a ‘‘jailer’’ myself. He admitted his distrust and confessed 
his concealed first steps to resume his perverted relation with a former 
girl friend, charging me with not being neutral. 

In the next hour he started again with a silence, then spoke fluently 
but monotonously about something else, and finally with some fits 
and starts, he proceeded to attack the Clinic and to ridicule my de- 
pendence on the Clinic. His distrust and hatred against me, against 
all foreigners, Jews, Negroes, Mexicans, Indians, Italians, and Greeks 
broke through and with it the connection of these affects with his 
mutilated father. There, too, the patient did not reproduce child- 
hood experiences or fantasies isolated from his actual life, but in close 
connection with it. Further, I could demonstrate the same mecha- 
nism ruling him in the past and in the present, when, immediately after 
having complained about the dictatorship of his mother he wept, 
relating that he had a letter from his mother offering further help to 
him and in the same hour, after great pauses and after some groaning 
and sighing he deplored his not having accepted the opportunity of an 

extra treatment hour which I had offered him the preceding week. 
“The great man’’ was so good to him and he had refused! His 
intonation of ‘‘the great man’’ was a little different from his other 
intonations and there I started with my interpretation. 

‘*You feel obliged for my offer in the same way that you felt obliged 
for your mother’s offer, but behind this gratitude or other feelings 
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of love and obedience stands the opposite feeling—your hatred. In 
the same way that you attacked your mother you attack me. The 
pauses you made expressed your fears of me, and that you are trying 
to repress your distrust and your hatred against me. In the words 
‘the great man’ there was a great deal of mockery hidden behind 
submissiveness.”’ 

He reacted by remembering further examples of his alternate fearful 
surrendering and hateful rebelling (a mechanism which as I had 
demonstrated to him was expressed even in his peculiar intonation). 
In the analysis, he regarded me by turns as a great German analyst 
with remarkable qualities to whom he had to be obedient, and then 
as a miserable, detestable foreigner fit only to be cruelly tortured, 
mutilated, and killed. The connection with his homosexual wishes, 
his defense against these wishes, his fantasies about an omnipotent 
ideal gentleman-father instead of his real mutilated father had not 
yet been worked through thoroughly. 

In the first six weeks of analysis of the third patient referred to above, 
an alcohol addict, I had to handle the problem of passive homosexu- 
ality. Here again I pointed out the contradictions in his behavior: 
first, a resolute beginning and then only submissiveness and obedience, 
small talk which slowly filled the analytic hour, drop by drop, inter- 
rupted by pauses of silence. Further, I used some data from the case 
history which he had already related, and I interpreted to him how 
he repeated what he had always done in his life. He first started a 
piece of work or a so-called love affair with a girl but soon retired, 
supposing that some other man did better than he might do. This 
interpretation provoked weeping. After a short depression his homo- 
sexual wishes broke through and he told of his attraction to a special 
type of man and his experiences with certain ones; finally, crying and 
blushing, he confessed the same wishes concerning me. Using the 
ambivalence of such a transference, I interpreted again what he did 
not say, but what had been proved by his former efforts to love a 
woman, to be successful in his profession, and by his fantasies about 
being himself a strong male man, a hero in the War, a great leader. 
I explained to him his envy of all men who were able to do what he 
could not do, an envy which was reactivated in the analytic situation, 
but, as always in his life, repressed because of fear of the other man, so 
that his aggressions were turned against himself and he submitted 
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passively, following the formula: ‘Don’t castrate me, I shan’t ug 
my penis. I surrender!"’ 

And then I anticipated his next reaction—the wish to escape this 

shameful situation, to escape instead of turning his aggressions 
against the other man, just as he had escaped all previous codperation 
with men for the same reason. It would have been a mistake to 
interpret immediately the origin of his passive homosexual wishes. 
In this analytic situation it was important only to interpret the con- 
cealed negative part of his ambivalent transference, for the purpose of 
enabling him to continue the analysis. And, as I had anticipated, his 
mext reaction was the wish to run away. But the intensity and 
quality of this reaction was changed so that instead of acting out this 
wish he was able to speak about it. He was not overwhelmed but 
spoke of his wish to be far away, to sleep, to die, and I was able to 
show him ome original factor in his drinking. The analysis of his 
self-destructive tendencies‘ and of their infantile origin is of course 
not finished. Here I intended only to present a few examples of the 
initial technical problem of uncovering the patient's negative transfer- 
ence. 
In the initial period of analysis the analyst has to awaken the 
patient from his narcissistic dream-like state and to turn his aggressions 
back against the environment. It is necessary not only to uncover 
them and their infantile origin, but also to demonstrate to the patient 
constantly how his old unsettled fears, distrust, and hatred are trans- 
ferred to the analyst, how they hinder the analysis and how they are 
repeated automatically in quite different details of the patient's daily 
behavior. 

This is not a new method of analysis but only an increased emphasis, 
especially during the initial period, upon what we must always watch 
in analysis—namely, the patient’s negative transference.5*:? Such 
patients do not have a ‘“‘reliable character’’ which Freud declared to 
be the necessary condition for an analysis. They are unable to “work 
through”’ the uncovered material, i.e., unable to make use of the inter- 
pretations of their childhood experiences, fantasies, dreams, etc. to 
change their behavior. On the contrary, they use historical interpre- 
tations, if they are given to them too early, to strengthen their re- 
sistance. The more the patient's ego is involved by the morbid 
process the more his behavior is dream-like; the present-day reality 
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only starts the processes, the whole course of which is fixed by child- 


hood experiences. 
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PSYCHIATRIC TREATMENT METHODS USED WITH CHILDREN 
IN THE NEUROPSYCHIATRIC DIVISION OF THE TOPEKA 
CITY CLINIC* 


By Douctiass W. Orr, M.D. 


The neuropsychiatric division of the Topeka City Clinic is staffed 
by physicians from the Menninger Clinic under the direction of Dr, 
Norman Reider. The clinic is held Wednesday afternoons from 220 
‘to 4:30 at the Southard School. The number of new patients admitted 
during 1937 was 164, and of these 58 per cent were children (under 18 
years of age). While some child cases come to the City Clinic for 
other reasons and are later referred by other departments to the neuro- 
psychiatric division, the large majority are brought for free psychiatric 
consultation by such agencies as the Topeka Provident Association, 
the Kansas Children’s Home and Service League, social workers of the 
Shawnee County Social Welfare Board, individual grade and high 
school teachers, and soon. Problems for which children are brought 
to the clinic are, most prominently, behavior disorders, failures of 
adjustment at school, speech defects, and various anxiety states, 
with frank neuroses and psychoses not uncommon in the adolescent 
group. 

Patients coming to the neuropsychiatric clinic have already had 
a routine blood and urine examination, including blood Wassermann, 
at the main clinic in the City Hall. At the neuropsychiatric clinic 
they are routinely given physical and neurological examinations and 
psychiatric conferences. Psychometric tests are given, when indi- 
cated, by psychologists from the Southard School. Special laboratory 
or other diagnostic procedures may of course be requested, and it is 
usually possible to arrange for spinal punctures, skull x-rays, or en- 
cephalograms. 

Reports of work with adult cases seen in a mental hygiene service 
have already been made by Knight.!. Work with children is different 


* Read before the Shawnee County Medical Society, September 6, 1938. 

1 Knight, Robert P.: Application of Psychoanalytical Concepts in Psychotherapy: 
Report of Clinical Trials in a Mental Hygiene Service. Bull. Menninger Clinic, 1: 99-109, 
1936-37. 
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both because of the somewhat different techniques employed and 
because of the greater dependence of the physician upon the services 
of teachers or social workers from the various referring agencies. 
The following cases seen by the author of this paper have been selected 
to illustrate some phases of the work with children in the neuro- 


psychiatric clinic. 
ILLUSTRATIVE CASES 


Case G. P.: This 7-year-old boy, the youngest of six siblings, was 
referred to the Clinic because of ‘‘spells’’ since the age of three and 
fear of his first grade teacher during the past 6 months. The family 
history was negative for insanity, epilepsy, or alcoholism with the 
exception of one maternal aunt who committed suicide. Several 
remote relatives had had tuberculosis. } 

Physical, neurological, and laboratory examinations were essentially 
negative except for a Hb. of 66. Psychometric examination did not 
appear to be indicated as the patient was doing fairly well in school. 

¢ social service history (submitted by a family case worker) 
revealed that the patient was living in a three-room flat with his 
mother and two sisters, aged 12 and13. The patient’s mother divorced 
the father when the patient was nine months old, but the child was 
taken to his father’s funeral at the age of 15 months, and heard many 
subsequent discussions of it. The mother’s three sons by a previous 
marriage are all in the state reformatory. 

The patient was born when the mother was at the height of her 
difficulties with the father and was an unwanted child. Later, 
however, the mother became greatly attached to the patient. The 
patient, in turn, was so attached to the mother that he feared any 
separation from her, slept with his arms around her, and had man 
outspoken fantasies of marrying her. The patient's ‘‘spells’’ whic 
began four years prior to admission to the clinic, occurred an hour 
or so after he had gone to bed. As described by the mother, they 
consisted in a sudden outcry which called her to him; she found him 
perspiring and shaking, with chattering teeth and staring eyes. 
After fifteen to thirty minutes, the patient relaxed in the arms of his 
mother and went back to sleep, awaking in the morning with no 
recollection of what had occurred. These ‘‘spells’’ came only three 
or four times a year at first, but gradually increased in frequency to 
three to four times a week just prior to admission. 

The patient was a dark-eyed, very timid small boy of 7. He sat 
nervously on the edge of his chair, twisting his cap in his fingers. He 
was extraordinarily well-behaved and inhibited. The first interviews 
were used in getting acquainted. Physical examination was post- 
poned until & patient's confidence was definitely gained. The 
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<7 was encouraged to talk about home, playmates, a forme 
ay Nursery, and school. On several occasions he drew Pictures op 
the blackboard, and thus revealed a great interest in the out-of-doors 
and in ponies. 

The patient's visits to the Clinic continued for several months 
The school situation improved when the patient passed his grade and 
came under a more kindly teacher. He quickly learned to sl 
himself and to take pride in this promotion. The night terrors 
diminished and then ceased entirely. The patient became increasin 
less timid and, indeed, became one of the aggressive boys of the Da 
Nursery. He was still afraid of some older boys in his neighbor- 
hood, but the mother expected to move soon into a more favorable 
neighborhood where there would be children of the patient's age. 

Discussion of case: The history and the patient's story revealed two 
situations calling for immediate attention: (1) an overly protective 
mother, and (2) an unpleasant schoolroom situation. The social 
worker's codperation was used to (1) talk with the mother in order 
to give her some insight into her overprotectiveness and its implica- 
tions; (2) arrange for the patient to sleep by himself; (3) attempt to 
get the school teacher to modify her aggressive classroom manner 
which had frightened other children besides the patient; and (4) 
plan for some special excursions to Gage Park and into the 
country. The physician thus helped the patient to ventilate some of 
his conflicts, and so reassured him, but also directed the social worker 
in improving the child's environment from a mental hygiene point of 
view. 


Case E. D.: This 16-year-old boy was referred to the Clinic in Janv- 
ary, 1937, because of (1) lying, (2) poor school work despite hi 
I.Q., and (3) refusal to keep clean. Pitele was known of the family 
history, except that the father deserted the mother and children, and 
served a year in the penitentiary for larceny. The mother died in 
1929 of tuberculosis, the patient being nine years old at the time. 

he patient is the eldest of five siblings, having a brother one year 
younger, a sister three years younger, a second brother four years 
younger, and a second sister six years younger. After the mother’s 
death in 1929, the children were committed to the Kansas Children’s 
Home and Service League; and sometime thereafter, the three elder, 
including the patient, were sent to a tuberculosis sanitarium where 
the patient remained for a year. 

The patient’s history, as taken at the Clinic, consisted essentially 


in a series of failures to adjust to any foster home. The chief source of 


conflict was his failure to keep clean. He had the philosophy of a 
“‘lone wolf’’ and took the attitude that such virtues as punctuality 
at meals, cleanliness of person, and the like are only ‘‘middle class 
prejudices’’ of dubious validity, and he would have none of them. 
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The physical and neurological examinations were negative, and the 
.Q. was 117. 

¢ sosient was seen about once a month until the summer of 1937. 
He improved slightly in his physical appearance and got along well 
in school. During the summer, however, he lived a somewhat 
isolated existence, caddying on a ‘‘driving course’ and sleeping in a 
pup tent where he worked. He earned enough to keep going, But in 
the autumn returned to the Receiving Home of the Kansas Children’s 
Home and Service League because he could not both work and attend 
high school. He was again referred to the Clinic with a query as to 
the feasibility of another attempt at foster-home placement. 

It soon became apparent that the patient’s problems were much the 
same: (1) indifference to personal cleanliness; (2) irregularity of eating 
and sleeping habits; (3) indifferent school work; Co) uedienian to 

tering with radio in preference to a NYA job paying a potential 
be a week; and (5) general disregard of Receiving Home rules. 

Clinic physician listened sympathetically during several inter- 
views to the patient's side of the story. Boarding home placement 
was recommended, principally because the patient himself wished it 
in order to be semi-independent and also to room with his brother 
whom he liked. The patient was, however, urged to take this, not 
as an indulgence, but as an opportunity; he was advised not to abuse 
his independence. 

The patient improved somewhat in general attitude and appearance. 
He mole up school work which had been neglected, and was *‘passing”’ 
in nearly all of his subjects. He was especially interested in printing, 
and so the physician became greatly interested too; the patient was 
encouraged to bring samples of his work and his typographical 
notebook. His adjustment seemed considerably better. 

In November, 1937, however, the League’s social worker appeared 
with the news that the patient was about to be thrown out of his 
foster home for (x) lateness to meals; (2) going to bed with his work 
clothes on; and (3) spreading radio and automobile parts over the 
bed and dresser of his room. The patient was interviewed again and 
the physician took a more aggressive line with him. He remained 
friendly, but pointed out firmly the self-destructive nature of the 
ge behavior. The patient had read Doctor Menninger’s book, 

be Human Mind,? and so the examiner pointed out the patient's 
passive aggressiveness and the ways in which he was defeating his 
own conscious aspirations and purposes. The patient accepted this, 
and recalled ps me about such mechanisms. The physician then 
told the patient that another opportunity would be found for him 
and his brother; a room at the Y.M.C.A. where there would be many 
privileges, but no tolerance for automobile parts on the bedspread. 


* Menninger, Karl A.: The Human Mind, Revised Edition. N. Y., Alfred Knopf, 1937. 
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The patient and his brother moved to the ‘‘Y’’ and were bro 
under the watchful but sympathetic eye of one of the secretaries who 
assumed a fatherly interest in them. The most recent report (Sprj 
1938) was that the adjustment was more successful, and cher @ 
patient continued to do well as a junior in high school. The patient 
was subsequently seen (Summer, 1938) neatly dressed in the uniform 
= a Western Union messenger delivering a telegram to the Menninger 

inic. 

Discussion of case: This orphaned adolescent boy was nearly schizo. 
phrenic when first seen in the Clinic. He had reacted to his several 
conflicts by a hermit-like withdrawal and by marked passive 
gtessivity in various foster-home situations. The Clinic doctors, 
working with the League social workers, were able to offer him 
kindly, friendly parent images and at the same time to point out some 
of the dynamic mechanisms of his behavior. It was interesting that 
this patient and his sister (who was also a patient) were so impressed 
by the Clinic that they read The Human Mind? and both attempted to 
persuade a younger brother to come regularly for interviews. 


Case C. S.: This patient was a pale, somewhat undersized 13-year-old 
boy brought to the Clinic by the social worker attached to the Juvenile 
Court. He had been brought into court because of the alleged theft 
of a bicycle, the last in a series of many minor thefts over a two-year 
period in which he had stolen fountain pens, watches, pocket books, 
and bicycles which, however, he had hitherto returned before getting 
caught. As he had been in court once before, he was a candidate 
for the Boys’ Industrial Home, but was sent to the Clinic for pre 
liminary examination. 

Physical and neurological examinations were negative. The I.Q. 
Was 129, a superior rating. The patient was in the 7A grade, an 
doing only average or slightly above average work. The examiner's 

eneral impression was of an undersized, girlish youth who neverthe- 
as had a plausible superficial manner. 

The patient was invited to have a coca-cola and to talk things over. 
He told the physician that his father deserted the family about ten 
years ago when the patient was four or five. The mother, who is 
about 40, is a W.P.A. worker, living with the patient and his 10-year- 
old brother in very poor circumstances. Although always kind to 
the patient and his brother, she has little time for them as she works 
all day and goes out frequently in the evening with various ‘‘boy 
friends." ter a preliminary examination, it was the examiner's 
opinion that the patient could be helped and that he should not be 
sent to the Industrial Home at that time. The social worker thought 
that the Judge would be willing for the patient to remain in the 
Detention Home for a few weeks, and this was arranged. 
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Subsequent interviews brought out some of the patient's attitudes. 
He felt that the $1.50 to $2.00 that he could earn by selling candy bars 
was not enough. His mother could not buy him the clothing he 
wanted. Most of her money went for his brother. He wanted a 

since many other boys of his acquaintance had 


bicycle very badl 
bicycles. He had. a half-formulated grudge against society because 


he felt deprived of these - 

The patient recalled his father as a kindly, older play-fellow. He 
used to tease the patient, but always playfully; he was generous and 
once gave the patient a $5 bill. He didn’t know why his father left 
home; he supposed his father and mother didn’t get along well to- 
gether. The patient had little to say about his mother, except that 
she cried frequently, he didn’t know why; she had many men friends, 
and went often to the movies with them; she had assured him, how- 
ever, that she didn’t intend to marry again. 

The patient's exterior was so bland and apparently superficial that 
it was difficult to estimate what effect the interviews might be having. 
He said, however, that he wanted to continue coming to the Clinic 
and that it made him “‘feel better.’’ His stealing was discussed in a 
matter-of-fact way, the physician pointing out that it would be too 
bad if the patient had to waste some of his valuable school years in 
the Industrial School. The patient was encouraged to feel that he 
could make his way without stealing, and his intellectual superiority 
and other talents were pointed out tohim. Finally, the social worker 
suggested a sponsor for the patient, and one of the well-known business 
men of the community consented to give an hour or so a week to ad- 
vising and helping the patient in a fatherly way. The patient's 
sponsor was so interested in him that he came to the Menninger Clinic 
for a conference with the physician. 

It was finally recommended, therefore: (1) that the patient return 
to his own home; (2) that the mother come to the Clinic for a confer- 
ence; (3) that the sponsor plan be carried out; and (4) that the patient 
return every two weeks as long as he wished to. 

These recommendations were effected. The mother arranged to 
buy a bicycle for the patient, the two of them paying for it jointly 
in installments. The sponsor helped the boy to find employment for 
the summer and arranged to counsel with him every week or so. The 
patient stopped coming to the Clinic of his own accord, but returned 
after about a month to show the examiner his new bicycle and tell 
him that he was making money selling magazines. He returned 
again in another month, having meanwhile obtained a caddying job. 

ere has been no complaint ms stealing since the — was released 
from the Detention Home in May, and the pe ge of the Juvenile 
Court is reported to have been very favorably impressed with the 


patient's new adjustment. 
Discussion of case: The incidents in this boy’s life which apparently 
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caused his delinquency were: (1) desertion by his father when the 
patient was about five; (2) threatened ‘‘desertion’’ by the mother who 
might, as the patient thought, remarry; (3) the real deprivations of 
poverty; and (4) the disapproval of people who knew about his earlier 
stealing activities. His improvement came about in part as a result of 
a ‘transference’ to his Clinic physician and in part as a result of 
arrangements made for him through the codperation of physician 
social worker, and sponsor. The = transference began on the 
first day when the physician handed the patient a coca-cola and said, 
“Won't you come in and talk with me?"’ The physician became like 
the dimly remembered father who gave him presents and was tolerant 
of his shortcomings. The physician and social worker together 
treated him like an intelligent human being, and also provided more 
sympathetic attention than he had had for many years. 


SOME GENERAL PRINCIPLES OF TREATMENT IN THE CLINIC 


Although cases must be individualized and treated according to 
their peculiar needs, there are some general ‘‘rules of procedure” 
used in the neuropsychiatric clinic that may be listed as principles of 
treatment. Such a list would include something like the following: 


(1) The physician gets from the social worker or parents as com- 

op as possible a picture of the child as a unique individual. 

is birth, early development, personal habits, social relation- 

ships, school history, likes and dislikes, sexual interests and 

expressions, and so on—all are interesting and may be im- 
rtant. 

(2) The child is seen alone, away from actual or implied domination 
of parents or social workers. The physician is reassuring and 
sympathetic, but objective; he is mot critical, sarcastic, 
““moral,”’ threatening, or domineering. The child is urged 
to express Ais point of view and to explain his reactions to 
situations like home or school as well as to his symptoms. 

(3) The physician uses his knowledge of dynamic psychology to 
formulate his diagnosis of the child’s problem, and is more 
active than in private practice in making interpretations and 
explanations to the child and in offering practical suggestions 
early in treatment. He does this, however, without sacri- 
ficing his objectivity or yielding to a temptation to become 
evangelical. He knows that the basis of his treatment must 
be a sense of confidence and security in the clinic situation 
on the part of the child. 

(4) The physician knows that whereas modification of the child's 
personality may be a slow process, especially when interviews 
are a week apart, much can often be done by modifying the 
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child’s environment. Accordingly, he confers often with 
the social worker or parent and makes suggestions for im- 

oving the mental hygiene of the home, schoolroom, or 
neighborhood. Economic and social forces often interfere 
with treatment, as every | ore knows, and it is sometimes 
necessary to recommend foster-home placement or insti- 
tutional care. Aided by the social worker, the physician 
tries to use any or all community resources available and 
useful in a given case. Such techniques are often of especial 
value in cases referred from the Juvenile Court and may con- 
stitute an important contribution to the prevention of delin- 


quency and crime. 


Some such principles as these guide the physician in his approach to 
any psychiatric case, and more especially so when the patient is a 


child. 


SUMMARY 


The neuropsychiatric division of the Topeka City Clinic admitted 
164 new patients last year, of which 58 per cent were children. 
Routine examinations include a physical and neurological examination 
and psychiatric interviews. Psychometric tests are given when 
indicated. Summaries of three cases illustrate the types of problems 
seen in the clinic and some of the methods of diagnosis, interviewing, 
and treatment. General principles of treatment include establishing 
rapport with the patient, maintaining an objective attitude, employing 
a knowledge of dynamic psychology in attempting to modify the 
child’s personality to effect more satisfactory types of adjustment, 
and, at the same time, codperation with parents or social workers 
in modifying the patient’s environment in the direction of greater 
stability and security in accordance with well-established mental 


hygiene precepts. 











THE CINDERELLA OF MEDICINE* 
By Kart A. Mennincer, M.D. 


The title I have selected may have led you to expect a fairy tale. | 
shall begin what I am to say, however, with a special version of 
one of Aesop's fables. 

Six blind men sat by the gate of a great city as an elephant was led 
slowly past. Inspired by scientific curiosity of the highest degree 
the six blind men rushed forward to palpate the great beast and to 
determine the nature of his being. 

The first man’s hands fell upon the elephant’s tusks. ‘‘Ah,”’ said 
he, ‘‘this creature is a thing of bones; they even protrude through his 
skin.’ Later on, years having past, this man became an orthopedist. 

At the same time the second blind man seized the elephant’s trunk 
and identified its function. ‘What a nose!’’ he exclaimed. ‘‘Surely 
this is the most important part of the animal.’’ Accordingly he 
became a rhinologist. 

The third man chanced upon the elephant's great flapping ear and 
came to a similar conclusion; for him the ear was everything, so 
he, in time, became an otologist. 

The fourth blind man rested his hands on the huge chest and ab- 
domen of the elephant. ‘“The contents of this barrel must be enor- 
mous,’ he thought, ‘‘and the pathological derangements infinite in 
number and variety."’ Nothing would do but that he should be- 
come an internist. 

One of the blind men caught hold of the elephant’s tail. “This,” 
he said, ‘‘would appear to be a useless appendage. It might even bea 
source of trouble to the elephant. Better take it off.’’ This blind 
man became a surgeon. 

But the last of the six men did not depend upon the sense of touch. 
Instead he only listened. He had heard the elephant approaching, 


* Presented before the Medical Society of the State of New York, May 10, 1938, and 
published in the New York State Journal of Medicine, Vol. 38, No. 12, June 15, 1938. 
Approximately simultaneous publication in the Bulletin of the Menninger Clinic is by 
arrangement, through the courtesy of the Editors of the New York State Journal of 
Medicine. 
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the rattle of chains and the shouts of the keepers. It may be that he 
heard the elephant heaving a great sigh as he trudged along. ‘Where 
js the creature going?’’ he asked. No one answered. ‘‘Where did 
he come from?” he asked. No one knew. 

Then this man fell into a deep reverie. What was in the elephant's 
mind, he wondered, in having left wherever he was and having come 
to this great city? Why does he submit to the indignities of our 
curiosity and the slavery of chains? And while he was wondering 
how to find out the answers to these questions the elephant was gone. 

This man became a psychiatrist. 

The other blind men were disgusted at this impracticality. They 
turned their backs upon their visionary companion. What difference 
does it make, said they, what the elephant’s purposes may be? And 
his chains—they constitute a legal not a medical problem. The im- 
portant thing is to recognize the animal's structure! 

Then they fell to quarreling among themselves as to whether the 
elephant’s structure was primarily that of a nose or that of an ear or 
that of a tail. And although they all differed flatly from one another 
on these points they all agreed that the psychiatrist was a fool. 

It would be pleasant for me to assume that this allegory no longer 
represents accurately the attitude of the specialties of medicine toward 
one another and toward psychiatry. In some respects I think that 
the proper continuation of the allegory would represent the six blind 
men taking counsel with one another and making some concessions 
that the elephant had ears as well as a nose and that he had purposes 
and feelings as well as tusks and a tail. The tendency in all scientific 
research is to lose one’s perspective in the intensity of one’s special 
interest. Psychiatrists may do this no less than surgeons or otologists. 

But in the main it is true that physicians have forgotten or ignored 
or repudiated the psychological factors in their patients. Modern 
medicine is based upon three basic sciences—physics, chemistry and 
psychology. Of these chemistry is the oldest. For many centuries 
it completely dominated medicine. The physics of the body were 

considered unimportant, and, physical methods of treatment were 
considered unethical, undignified, unscientific. It was only in very 
recent times, relatively speaking, that some members of the barber 
guild became surgeons, that bonesetters became orthopedists and that 
stone crushers became urologists. It was only in recent times that 
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the mysticism and magic that permeated the recipes of the pharma- 
copocia were purged by the cold light of pharmacological science. 
But it has been still more recent that psychological data have assumed 
some recognized validity of their own and ceased to be a vague com- 
pilation of theories, variously derived from philosophy, religion and 
superstition. A systematic physics of the body was arrived at before 
a systematic chemistry but both became the common property of 
physicians long before a systematic psychology was known to anyone. 

It cannot be said that psychology has been incorporated into medj- 
cine as yet, either in theory or in practice. In practice, medical science 
has long since become so great in its scope and complex in its detail 
as to favor the development of three kinds of physicians, those de- 
pending chiefly upon physical concepts especially in their treatment 
methods—and here I have in mind the surgeons—those depending 
chiefly on chemical measures—and here I have in mind the internists— 
and those depending on psychological methods—and here I have in 
mind the psychiatrists. What a physician should be called who 
utilizes all three of these basic sciences in his work I do not know, 
unless it would be that we come back to a new and prouder use of the 
simple word ‘‘physician.’’ In that case what I am extolling tonight 
are not psychiatrists but that kind of a physician, one for whom 
physical, chemical and psychological data have equal validity. 

As a general thing, however, I am afraid this does not prevail. 
Patients are much more apt to get good physical and laboratory 
examinations than to get good psychological examinations, or good 
psychological treatment. I have previously made the statement 
that if a psychiatrist were to make a diagnosis of appendicitis on the 
basis of a psychological examination alone he would be justly criti- 
cized; yet many doctors are quite willing to make a diagnosis of psy- 
choneurosis on the basis of a physical examination alone. 

Suppose I should ask you—and you are representative, progressive 
physicians—did you in examining that patient yesterday make any 
psychological examination? Did you, for example, ask him anything 
about his dreams? No? Why not? Are they not a part of him, a 
product of his anatomy and physiology and psychology? Meaning- 
less? Negligible? Compare the reactions of a practitioner of medicine 
fifty years ago when a youngster, recently from medical school, 
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proposed that he examine his patient’s urine. ‘‘What? Urine? 
| did examine it—it was dark and stank. What more is to be exam- 
ined? Urine is of no importance—it’s only an excretion, to be thrown 
out quickly."” And can you imagine the old fellow’s scorn when his 
son diffidently asserted that it was considered by some doctors to be 
really possible to examine urine with a flame, with chemicals, and 
with a microscope—for the purpose of understanding better the 
organs and the human being from which it came? 

And is it really so very different from the proposal that dreams, too, 
can be analyzed—if one studies the techniques? 

I am reminded of course that there are practical reasons why sur- 
geons, dermatologists, and others feel justified in omitting some of 
the technique of a complete personality inventory. ‘‘Psychiatrists,”’ 
they say, ‘“‘are overwhelmed with too many data. They can’t use all 
they have. We don’t have time to get so much information about the 
patient. A patient might die while we are getting it. Furthermore 
it is unnecessary for the determination of the best practical treatment 
in many cases.”” 

I won't deny the fact that short-cut methods of examination are 
desirable. What I deny is that one has any right to make this short- 
cut method at the total expense of the psychological factor. If a man 
breaks his leg, it is perfectly true that he doesn’t want his surgeon 
to spend three or four hours getting a family or social history or 
making an intelligence test or analyzing dreams before he puts the 
leginasplint. On the other hand, a complete omission of the psycho- 
logical factor might lead, and I think often does lead, to serious errors 
in the treatment. Such an investigation in this case, for example, 
might prove that the man had broken his leg while in a fit of rage, 
trying to kick his dog or his child, or that his insurance policies paid 
him $500 a month disability, or that this was the fourth time that he 
had fallen in this particular spot and the second time he had sustained 
a fracture in such a fall, suggesting that there was something more 
than mere chance involved. In other words, a broken leg is a piece 
of local destruction and may be a covert form of self-destruction. 

One can confine himself to merely repairing the destruction as a 
carpenter repairs a broken joist and wait for the next piece of self- 
destruction or the next accident or the next infection—or one can look 
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at it in the broad sense and compare this with other self-destructiye 
events in the life of the individual and relate them to some more 
fundamental patterns. 

All this sounds so logical—at least I think it sounds logical—that 
the question ought to be, why is not psychiatry the queen of the 
medical specialties—in a sense the mother of them all, the integrating 
and synthetic phase of medicine itself? Or at least why is it not better 
integrated with the rest of inedicine? To some extent, as my brother, 
Dr. William Menninger, has said, the psychiatrist himself is responsi- 
ble for this. For many years he contented himself with his assigned 
but very limited task of looking after an esoteric group of individuals 
in a secluded cloister on the periphery of a village. He spoke in- 
frequently and then chiefly about such imponderables as dementia 
praecox and depersonalization, sometimes about dairy barns. He 
seemed closer to his patients than to the profession and the rest of life. 

Thus for years psychiatry remained, as I have indicated in the title, 
the Cinderella of medicine. She sat alone by the fire in the kitchen, 
while her proud sisters Ophthalmology and Pediatrics strutted in the 
parlour. Sister Surgery was there, too, forgetful of her humble 
origin in the barber-shop, and Mother Obstetrics was never reminded 
of her poor relations the Midwives. 

When, by the Fairy Godmother's aid, the transformed Cinderella 
appeared at the Great Ball (the War), she outshone all her sisters. 
It was there she won the Prince’s favour (popular esteem), and there- 
after she came out of the kitchen and consorted with her fashionable 
and now deferential sisters, and at last married the Prince. It was 


Thomas Salmon, of New York, who first used this figure, a man whose, 


broad vision, whose keen mind, and whose winning personality did 
much to favor the ascendancy of this Cinderella. And while it is 
true that the laity has assimilated the principles of psychiatry more 
rapidly than have some parts of the medical profession, I do not 
think it was the public alone whose good graces put psychiatry 
where it is today. I think the intelligent, honest realization of an 
important portion of the medical profession itself that the psy- 
chological factor in medicine could no longer be ignored, forms our 
most dependable support. Some have felt, not without justice, that 
psychiatry has been over-sold; this is true if one means that a greater 
need for it exists than our present supply of psychiatrists can fill. 
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Dr. Salmon concluded his allegory of psychiatry as the Cinderella 
of Medicine with these very gracious sentiments, ‘“Today Psychiatry 
and her poor relations have palaces and workshops just like those of 
Medicine and Surgery, and Psychiatry goes to balls and celebrations 
with her stepsisters. As for Medicine and Surgery, they have revealed 
the fact that they had always known that Psychiatry was beautiful, 
wise, and useful, but were trying her out all these years so that she 
might show the world what a substantial basis she had for her ac- 
complishments.”’ 

It was inevitable that science should have gradually displaced the 
ancient superstitions and taboos attaching to the medical man whereby 
jt was inconceivable for him to be imperfect. So long as the medical 
man could not bear to examine his own psychology he could not 
logically concede it to have any importance among the clinical data 
of his patients. Among the discoveries of Freud, perhaps the greatest 
are those pertaining to the scientific study of the emotional bonds 
which develop between the patient and the physician. So long as it 
was taboo for the doctor to ask himself, ‘‘Why am I a physician? 
Why am I interested in disease? Why does the specialty of pediatrics 
appeal so to me?”” and similar questions, it was necessary also to 
avoid, ‘‘Why did the patient expose himself to syphilis? When did 
the gastric ulcer patient begin to hate his wife? What is the purpose 
of this woman's illness?”’ 

For are not the wishes, the dreams and desires, the fears, and hates 
and envies of a patient as much a product of his being as his urine, his 
blood, his spinal fluid? Are they not as deserving of analysis and as 
amenable to treatment measures? 

What I have been saying may have carried some of you beyond 
your convictions or my persuasions; I shall pursue that line of thinking 
no further, because it is not necessary to explain why psychiatry, the 
Cinderella, left the kitchen and married the prince. The fact is that 
she has done so. If you doubt this, reflect upon the fact that in several 
medical schools more time is devoted today to the teaching of psy- 
chiatry than to the teaching of surgery, that more hospital beds are 
filled with psychiatric patients tonight than are filled with all the 
medical and surgical and tuberculous and orthopedic and all other 
cases combined, that the state of New York spends many thousand 
times as much upon the care of psychiatric cases as upon the care or 
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prevention of medical and surgical diseases of all other types. And 
if you reply that this is because of the social importance of psychiatry 
I should reply that all disease has social importance and that the failure 
as physicians to recognize this has laid us open to criticism and to 
error. I do not mean by this to indicate my approval of the state 
care of the ill. It does not have my approval. I only mean to remind 
you that the state has for a long time been in the business of caring 
for some of the ill and that this some is a much larger number than 
many of you realize. As a psychiatrist in private practice, I can get 
no satisfaction out of the fact that the state is my largest competitor 
and that although we are friends, we are not coGperators. And | 
strongly feel that had we physicians recognized from the first that 
psychological and social factors are a part of medical science we could have 
made a better arrangement for the care of the mentally ill than 
now exists and better arrangements for other illnesses than now 
threaten. Those of you who fear that state medicine will compete 
with private initiative in other forms of illness might take this as a 
warning. I must tell you in frankness that some physicians whom I 
have heard loudly declaiming against state medicine, sometimes do 
everything possible to prevent a patient from receiving the psychiatric 
care he needs and resort in the end to sending him to a state hospital 
without any inkling of the inconsistency of this program. And it is 
this very inconsistency, this blindness to the psychological and 
social aspects of the human being—a blindness of which a few of our 
colleagues seem even to be proud—which is one reason for the rise 
of state medicine. 

I am sorry to have injected this serious note into the hour of relaxa- 
tion afforded by this banquet after the heavy program of the day. 
You see, I have had some theories about the instinct toward self- 
destruction, the way in which man fights against himself. I have 
extended it from clinical phenomena such as martyrdom and suicide 
to social phenomena such as crime and even to nations warring against 
nations, and against themselves. Our profession, too, sometimes 
betrays this human trait of fighting against itself. As a psychiatrist 
my daily occupation is the recognition of such tendencies and the 
outlining of programs for their circumvention or re-direction. You 
must forgive me if I cannot resist the application of my professional 
techniques to the problems of my own—our own—profession. 
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THE EFFECT OF INDUCED METRAZOL CONVULSIONS ON THR 
LEUKOCYTIC BLOOD PICTURE 


By Jane Bromguist, B.S. 


The purpose of this study was to determine the effect of induced 
metrazol convulsions on the white blood count and differential. 

As has been pointed out by many workers in the literature on the 
hematology of convulsions, numerous factors must be considered in 
the interpretation of any change in the leukocytic picture. Turk 
postulated a variation from 5,000 in the early morning to 10,000 in the 
early afternoon, and Sabin and Cunningham indicated that during the 
course of one day, a count may vary 1:2!. The intake and digestion 
of food must be taken into account?. Hidden infections must be ruled 
out. Some workers believe that the muscular work during a convul- 
sion may affect the blood picture. 

In this series, all injections were given in the morning, under fasting 
conditions. All subjects were free from any known infections. All 
exhibited white counts and differentials within normal limits* on 
admission and previous to injection. It was not possible to evaluate 
the effect of the muscular work during the convulsion. 

Studies were made of fourteen convulsions, using twelve subjects. 
All counts were made in duplicate, and only pipettes with Bureau of 
Standard seal were used. Three hundred cells were counted in each 
differential determination. 

At one-half hour to forty minutes following injection, the majority 
of cases showed a slight increase in count up to fifteen per cent with 
very little change in the differential. Two of the cases showed an 
increase of thirty per cent and fifty-three per cent, with little change in 
differential. In one case the count increased eighty-three per cent, due 
chiefly to an absolute increase in lymphocytes. Only one case showed 
a decrease. This fall of twenty-three per cent was from an initial 
unexplained leukocytosis, and may be discounted. 

All counts at one hour following injection showed a quantitative 
reduction ranging from two per cent to 22 percent. In most cases this 
was due chiefly to a decrease in lymphocytes. 

The counts at two hours were extremely variable, and ranged from 
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a decrease of eighteen per cent to an increase of twenty-three per cent, 
with no significant changes in differential. 

Meduna, as quoted by Reese e¢ a/.*, found after injection of metrazol 
that the leukocytes showed a shift to the left without an increase in 
the total count, the change reaching a maximum two hours after in- 
jection. In our series, while the number of cases studied is small, a 
very slight shift to the left cccurs but rarely. The level of band forms 
in no case exceeded 5.6 per cent. Juvenile forms appeared in only 
three cases; the percentages were 0.3, 0.3, and 0.6 per cent. In one of 


these cases 0.6 per cent myelocytes appeared. 
Individual reaction to the same and varied amounts of metrazol was 


variable, and no correlation could be made between amount given and 
degree of change in leukocytic picture noted. No correlation between 
improved mental state and degree of change could be made. 

Summary: The number of cases studied (12) is too limited to permit 
final conclusions. On the basis of these however, we have found that 
the hematological reaction to induced metrazol convulsions is not 
constant. A leukocytosis appears at one-half hour to forty minutes 
following convulsion. The range of cell count increase is wide. 
Variations in the differential count are slight. All counts at one hour 
show a decrease due chiefly to a drop in lymphocytes. Quantitative 
and qualitative changes at two hours are extremely variable. The 
shift to the left is rare, and when present, negligible in degree. 
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BOOK NOTICES 


Recollections of Richard Dewey. Edited by Ernet L. Dewry. Price $ 
ae 168. Chicago, University of Chicago Press, 1936. ; 
is book is an incomplete autobiography of one at the pioneers of 
yschiatry in America. The word ‘‘pioneer’’ is certainly applicable 
ause his a lifetime covers that period of development in 
the care and treatment of the psychotic extending in time from the 
days of covered wagons to the airplane period, from the days 
when the mentally sick were indiscriminately herded in asylums to 
the period of individualization and segregation in modern hospitals, 
This book, though brief and unfinished, gives evidence of the 
wealth of experience of Doctor Dewey and the breadth of his scientific 
attainments. It should be read by all who aspire to know the history 
and progress of psychiatry in America. (C.F. M.) 


Alcohol: One Man's Meat. By Epwarp A. Srrecxer, M.D. and 
Francis T. CHAMBERS, Jr. Price $2.50. Pp.230. New York, The 
Macmillan Co., 1938. 
This book has a devs title and good mission. It fills a long felt 

need for a book to give to patients suffering from alcohol addiction 

in the hopes of awakening them to the psychological implications of 
their drinking and its relation to their deeper personality problems. 


(K. A. M.) 


A General Selection from the Works of Sigmund Freud. Edited by Joun 
Rickman. Price 5s. Pp. 329. London, Hogarth Press, 1937. 
This is the first of a series of epitomes of Freud's work and is con- 

cerned with the general theory of psychoanalysis. It contains selec- 

tions from various papers, arranged especially to show the development 
of the Freudian theory. This volume will be followed by others which 

will deal with special psychoanalytic topics. (C. W. T.) 


William Alanson White. The Autobiography of a Purpose. By Witt1am 
Atanson Waite, M.D. Price, $3.00. Pp. 275. Garden City, 
N. Y., Doubleday, Doran & Co., 1938. 

In an entertaining and snentied style, William Alanson White 
has given the facts and story of his life which he unfolded as a purpose: 
to spread the gospel of psychiatry. Throughout his life, in his work, 
his teaching, his speaking, and his writing, he has presented the point 
of view that one can only understand an organism—the human organ- 
ism—by studying it in its entirety in relation to its environment. 
One is impressed with Dr. White's tireless industry and prodigious 
efforts in striving towards this goal. His experiences at St. Elizabeth's 
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ital are of special value to the administrative psychiatrist, but 
3 oon needs an index. (W.C. M.) 


The Troubled Mind. By C. S. Brusmer, M.D. Price $3.50. Pp. 510. 
Baltimore, Williams & Wilkins Co., 1938. 
This book is a collection of many oF on illustrations of various 
chiatric symptoms and syndromes. The organization of the book 
js unusual and the frequent use of the word “‘lunatic’’ is somewhat 


surprising. (K. A. M.) 


The Occupational Treatment of Mental Illness. By Joun Ivison RussEx1, 
M.B. Price, $2.50. Pp. 231. Baltimore, William Wood and Co., 
1938. 

ss is a definite contribution to the all too meager library of occupa- 

tional therapy and is the first book on this subject to come from Eng- 
land. While the opus is written for the large state hospital, the first 
four or five chapters, which take up with thoroughness and perspi- 
cacity the prescription of occupational therapy and the administration 
of the occupational therapy department, may well be read by therapists 
in private sanitaria. The latter half of the book is a craftsman’s 
handbook and deals with crafts and industries suited to the large state 


hospital. (N. B.) 


Searchlight. By AucustaC. Fisner. Price, $2.50. Pp. 233. Seattle, 

Washington, Privately Printed, 1937. 

This privately printed book is an autobiographical account of the 
development of a severe psychosis which was treated in a series of 
state asylums with what appears to be partial recovery. While many 
of her charges regarding conditions in these institutions are probably 
correct, the author's bias is obvious. To a reader non-psychiatrically 
oriented, it can only be misleading and prejudicial. eR T. M.) 


Feeling and Emotion. By H. M. Garpiner, R. C. Mertcatr, anv J. G. 
Brzse-CenTer. Price, $4.00. Pp. 445. New York, American 
Book Co., 1937. 

This book represents the late Professor Gardiner’s critiques of the 
contributions to the theory of emotions from the time of the Greeks 
to the affective psychology of the twentieth century. The com- 
— account of the treatment of the affections is accurate, but 

use of the immense amount of material which the authors have 
crowded into this small volume, the book lacks clarity in many parts 
and becomes laborious reading. The conclusion to the last chapter 
briefly and adequately summarizes the trends displayed by the various 
theories on feeling and emotion from 1890 to the present time. 


(B. L. S.) 

















PUBLICATIONS BY MEMBERS OF THE STAFF 


AcxerMAN, N. W.: Constructive and Destructive Tendencies in Chil. 
dren. Am. J. Orthopsychiat. 7301-319, July 1937. 
This article describes an effort to devise an experimentally controlled 
play field which would best serve the purpose of a detailed study of the 
ynamics of constructive and destructive tendencies in children, 4 
standardized experimental procedure was evolved, and a large number 
of ‘normal’, maladjusted and delinquent children were subjected to 
the procedure. On the basis of these observations, a series of different 
modes of constructive and destructive play expession were recorded, 


AcxEerMAN, N. W., with the technical assistance of Vircin1a Renxopr: 
Constructive and Destructive Tendencies in Children. Am. J. 
Orthopsychiat. 8:265-285, April 1938. 

In this second article the quantitative aspects of the above experi- 
mental study are reported. 172 children served as subjects. Ina 
general way this study tended to show that growing older in a well- 
adjusted direction signified an increase in constructive activity of a 
flexible type; growing older in a maladjusted direction signified an 
exaggerated increase in both constructive and destructive activity of a 
relatively rigid type. The experimental findings were in general 
agreement with prevailing psychoanalytic concepts of constructive 
and destructive drives. 


Knicat, R. P.: Why People Act The Way They Do In Hospitals. 

Am. J. Nursing 38: 18-21 (s) April 1938. 

Patients, nurses, and physicians in hospitals are also people and their 
attitudes and behavior, especially when they seem puzzling and incon- 
sistent or paradoxical, must be understood in terms of interpersonal 
emotional relationships. This article, in non-technical lan age, 
attempts to shed some light on these relationships from the standpoint 
of the psychiatrist. 


Mennincer, Wittram C. anp Cartson, Carrot C.: A Case of Con- 
genital Neurosyphilis, Aged Sixty Years, with Multiple Osteoar- 
thropathies. Am. J. Syph., Gon., © Ven. Dis. 22:327-335, May 


1938. 

The authors report an unusual case of congenital neurosyphilis of a 
taboparetic type in a woman of sixty years who shows, in addition, 
features of an osteoarthropathy of the fourth lumbar vertebra and the 
right hip joint. So far as the authors are able to learn, this is the old- 
est case of congenital neurosyphilis reported in the literature. 
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Manic epressive choses, - 
sure in, 67-68 ialemeadl shock 9A see 
in depressions, 97-100, 129-141; 
nursing care, 128 

Medicine, and psychiatry, 180-187; psy- 
chological concepts in, 74-77, 85, 181, 
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nurse, 40-46 


INDEX TO VOLUME II 


Occupational therapy, development 
concept, 96 - of 

sang a Magic,"’ 118 

ellagra, with psychosis, 21-29; i 

of, 21; psychological formes Ee on 
treatment of, 21, 24-29; schi ns 
tendencies, 24 
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Pepchaingr. topological, 32 

Psychopathology, experimental, 32 

Psychotherapy, in chronic alcohol addic- 
tion, 105, 110-112; in hypertension, 
83, 84, 86; in relation to metrazol, 
139, 147-149; in schizophrenia, 91-92; 
with children, 173-179 

Schizophrenia, blood pressure in, 65-71; 
eating habits, 55, 57, 59; hospital 
treatment, 90; nursing care, 128; 
therapy, 92-93; 97, 129-140, 142-149, 
os 1§5; treatment, 89-93; psy- 
choanalytic treatment, 91-92; psy- 
chotherapy in, 91-92 

Self-destruction, through criminality, 3-7; 
tendency toward, 85 

Siblings, reciprocal antagonism in, 14-20; 

Somatic complaints, 18-19 

Speech retardation, case report, 8-13; 
treatment, 10-13 

Spinal drainage, continuous, 32 

ests, 153; Buehler, 10, 12; Dembo, 153; 

Hoppe, 153; Luria, 153; Revised Stan- 
ford Binet, 153; Rorschach, 153 __ 

Topeka City Clinic, Neuropsychiatric Di- 
vision, 172, 179 

Vector field, 32 








